
Personal Information 

________________________________________________ 
Name 
 

Address 

 

City   State  Zip 

 

Phone 

 

Email 

 

Occupation 

Self-Care Routines 

Have you had a professional massage before?    [ Y ]   [N] 
Frequency of Massages __________________________ 

How do you reduce stress? _______________________ 

________________________________________________ 

________________________________________________ 

Current Medications _____________________________ 

________________________________________________ 

________________________________________________ 

Medical History 

List and explain including dates 

Surgeries _______________________________________ 

________________________________________________ 

Injuries _________________________________________ 

________________________________________________ 

________________________________________________ 

 

 

Current Condition 

Do you exercise or play sports regularly?  [ Y ]     [ N ] 

If so what kind of exercise/sports ______________________ 

____________________________________________________ 

Do you have any allergies?   [ Y ]      [ N ] 

If yes, list any________________________________________ 

____________________________________________________ 

Are you experiencing stiffness, tension, discomfort, or pain?     

 [ Y ]         [ N ] 

Please outline current areas of pain on the diagram 

 

 

 

 

 

 

 

 

 

 

Check all that apply:   [  ] Constant  [  ] Intermittent  

[  ] Sharp  [  ] Dull  [  ] Ache  [  ] Tingling/Numb 

Activities Limited by Condition 

Work__________________________________________ 

_______________________________________________ 

Home/Family___________________________________ 

_______________________________________________ 

Sleep/Self-Care_________________________________ 

_______________________________________________ 

Social/Recreation _______________________________ 

_______________________________________________ 

            Massage Health Intake 

Patient Name: _____________________________________________________Date of Birth: ___________ 



 
* For your safety massage may be completely contraindicated or may require a letter from your medical doctor 
clearing you to receive massage 
If needed, please explain above conditions____________________________________________________ 

__________________________________________________________________________________________ 

Primary Care Provider 

Name: ________________________________________  Phone: (______) _______ - __________ 

Office: ________________________________________ City: ___________________________________ 

I give my permission to Brookview Wellness and its employees to consult with my health care providers 
regarding my health and treatment. 

Initials __________________ Date ______________ 

I give my consent to receive massage therapy and will notify the therapist of any pain or discomfort during 
the session. I have reported all health conditions that I am aware of and will inform my practitioner of any 
changes in my health, as I may need clearance from my medical doctor to continue receiving massage 
therapy. 

Sign: ____________________________________________________________ Date: _____________

 

Health History: 
General 
__ Headaches 
__ Fatigue 

MusculoSkeletal 
__ Bone or Joint Disease 
__ Tendinitis/Bursitis 
__ Arthritis/Gout * 
__ Jaw Pain (TMJ) 
__ Lupus * 
__ Spinal Problems 
__ Migraines/Headaches 
__ Osteoporosis 
__ Disk Problems 
__ Scoliosis 

Skin 
__ Rashes 
__ Athlete’s Foot 
__ Herpes/Cold Sores 
__ Wart(s) 
__ Ringworm/Fungal Infection * 
 

Respiratory 
__ Breathing Difficulty/Asthma 
__ Emphysema 
__ Sinus Problems 

Nervous System 
__ Shingles * 
__ Pinched Nerve 
__ Chronic Pain 
__ Paralysis 
__ Multiple Sclerosis 
__ Parkinson’s Disease 
__ Epilepsy * 

Reproductive 
__ Pregnant, stage ________ 
__ Menstrual Problems 
__ Endometriosis 

Psychological 
__ Anxiety 
__ Depression 
 

Circulatory 
__ Heart Condition * 
__ Varicose Veins 
__ Blood Clots * 
__ High/Low Blood Pressure 
__ Lymphedema/Edema 
__ Thrombosis/Embolism * 
__ Poor Circulation 
__ Stroke 
__ Phlebitis * 
__ Bleeding Disorder * 

Digestive 
__ Irritable Bowel Syndrome 
__ Colitis 
__ Crohn’s Disease 
__ Ulcers 

Other 
__ Cancer * 
__ Diabetes 
__ Hepatitis *  
 
 


